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E 000 | Initial Comments : £ pgo! Corrective Action(s): ;

The Emergency plan has been reviewed
and the Policy and Procedure for
providing pharmaceutical supplies for
patients and staff as well as the policy and

procedure for providing sewer and waste
complaince with 42 CFR Part 483.73,

P disposal. A facility Incident and Accident
Requirement for Long-Term Care Facilities The * form has been completed for this incident.
census in this 194 bed facility was 118 during the ‘

An unannounced Emergency Preparedness
sunvey was conducted 8/4/18 through 9/6/18.
Significant Corrections ara required for

survey. The Facility has completed their
E 001 | Establishment of the Emergency Program (EP) E 001! Emergency Plan table top exercise on
§s=C | CFR(s) 483.73 9/28/18. A facility Incident and Accident

form was completed for this incident.

The [facility, except for Transplant Center] must

comply with all applicable Federal, State and local Identification of Deficient Practices & i
emergency preparedness requirements. The Corrective Action(s): 5
{facility] must establish and maintain a ‘I'he entire Emergencg{ Prcqa:edncss .Ple.m ‘
comprehensive emergency preparedness { has been reviewed Po 1df=nufy_any missing !
program that meets the requirements of this or incomplete required items in Fhe L
section.” The emergency praparedness program Emergency Plan. Any/Al} negative
must include, but not be limited to, the following h_ndmgs will be cnr!'e_cted at time of |
elements: discovery and a facility [ncident and f

Accident form will be completed for cach 1
*[For hospitals at §482.15;] The haspital must | negative finding.

comply with all applicable Federal, State, and
local emergency preparedness requirements. The
hospilal must develop and maintain 2
comprehensive emergency preparedness
program that meets the requirerents of this
saction, utilizing an all-hazards approach.

Systemic Change(s):

Current facility pelicy & procedure has
been reviewed and no changes are
warranied at this time. The Administrator
has reviewed the Emergency
Preparedness Plan and reviewed the
required items and training (o be

*[For CAHs at §485.625.] The CAH must comply complctcd for compliance.

with all applicable Federal, State, and local
emergency preparedness requirements The

Monitoring:
CAH must develop and maintain a The Administrator is responsible for
comprehensive emergency preparedness maintaining compliance. The
program, utilizing an all-hazards approach. administrator will monitor and review the
This REQUIREMENT is not met as evidenced Emergency Preparedness Plan quarterly
by’ with the QA committee to maintain

Based on staff interviews, the surveyor compliance.

N 1A LG
Completion Date: ’()/ i'; vif&)

LABORATORY DIREGTOR'S-OR-PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE e 7 108y DATE
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Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution mey be extused from comecting providing it is determined that
other safeguards provide sufficient protectian to the patients . (See instiuctions.) Except for nursing hames, the findings stated nbove ars disciosable 80 days
foilowing the date of survey whethes ar not a plan of correction is provided. For nursing homes, the above findings and plans of comaction are disclosable 14

days folowing the date these documents are made avallable to the facility. If deficiencies are ciled, an approved plan of corection it to w_goplém;eg_
program participation F: T ; = D
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determined that the facility's emergency plan did
not address the foliowing areas:

1. That the emergency plan included policies and
procedures for the provision of pharmaceutical
supplies for patients and staff.

2. Documantation that the emergency plan
inciudes policies and procedures to provide
sewage and waste disposal.

3 Documentation of the annual tabletop exercise

The surveyor met with the administrator on 9/6/18
at 2 pm in the administrator's office and
discussed the above areas of concemns. The
administrator stated, "We are scheduled to have
the tabletop exercise on 9/11/18.

INITIAL COMMENTS

An unannounced Medicare/Medicaid standard
survey was conducted 9/4/18 through 9/6/18,
Five complaints were investigated during the
survey. Corrections are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code
survay/report will foliow,

The census in this 194 certified bed facility was
118 at the time of the survey. The survey sample
consisted of 27 current Resident reviews and four
closed racord reviews

Request/Refuse/Dscrinue Trmnt; Formite Adv Dir
CFR(s): 483 10{c)(6)(B)}a){12)()-(v}

§483.10(c)(6) The right to request, refuse, andfor
discontinue treatiment, to participate in or refuse
to parlicipate in experimental research, and to
formulate an advance directive.

E 001

£ 000

F 578
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§483 10{(c)(8) Nathing in this paragraph shouid be
construed as the right of the resident o receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate

§483.10(g}{(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).
(i) These requirements inciude provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident’s option, formulate an advance directive.
(i} This includes a written description of the
facility's policies to implement advance diractives
and applicable State law.
(iii} Facilities are permitted to contract with other
entities to furnish this mformation but are still
tagally responsible for ensuring that the
requirements of this section a2re met
{iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance direclive, the facility
may give advanca diractive information to the
individual's resident representative in accordance
with State Law.

(v) The facility is not relieved of its obligation to
pravide this information to the individuat once he
or she is able to receive such information
Fotlow-up procedures must be in place to provide
the information to the individual diractly at the
2ppropriate time

This REQGUHREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility siaff failed 10 ensure a
complete and accurate DDNR (Durable Do Not

F578

Corrective Action{s):

Residents #43 has had their DDNR forin
revicwed by the DON and the atiending
physician and it has heen updated and
correctly completed to reflect resident
#41's code status. An Incident and
Accident form was completed for this
incident.

Identification of Deficient Practice(s) &
Corrective Action(s):

All other residents may have been
potentially affected. The Admission
Director and/or Social Services Director
will review all resident’s medicai records
to ensure the DDNR is accurately filted
oul. Any negative findings will result in
the Admission Director and/or Sociai
Services Director to contact all
responsible parties to verify each
resident’s code status and advance
directives lo insure that the proper status
has hren explained and that written
natification has been placed in the
medicad record.
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Resuscitate) for 1 of 31 residents in the survey
sample {Residant #43).

The findings includeq:

The facility failed to have a complete and
accurate DDNR (Durable Do tNot Resuscitate) for
Resident #43.

Resident #43 was readmitted to the facility on
4/16/18 with the following diagnoses of, but not
limited to heart failure, high biood pressure.
diabetes, anxiety disorder, depression and
psychotic disorder. On the quarterly MDS
(Minimum Data Set) with ARD (Assessment
Referance Date) of 7/17/18, coded the resident
as having a BIMS {Brief interview for Mental
Status) score of 3 out of a possible score of 15
Resident #43 was aiso coded as being totally
dependent on 1 or 2 stalf members for dressing.
persanal hygiene and bathing.

The surveyor conducted a clinicat record review
on Resident #43 on 8/5/18. During this review, it
was noted by the surveyor that the DDNR dated
for 11/21/17 was not filled out completely
Section 1 of the DDNR read in part, " further
cerlify [must check 1 or 2);

1. The patient is CAPABLE of making an
informed decision. ..

2. The patient is INCAPABLE of making an
informed decision..."

The boxes beside #1 and #2 were biank
The survayor rctified the administrative team on

9/5/18 at 5:08 pm in the conference room of the
above documented findings

1

Systemic Change(s);

The Facility policy and procedure was
reviewed and no changes are warranted ar
this time. The Admissions Director has
heen inserviced on the proper completion
of a DDNR and Advance Directives when
required, The Admission Director will
discuss with each future Admission their
‘dvance directors and resuscitation status
upon admission to the facility. Any/an
toncerns expressed will be reported to the
Administrator. The Administraior
&Director of Nursing will speak to those
concerned or with questions about each
arca & follow through on all concerns to
Ensure proper resuscitation status is
reflected in the medical record.

Monitoring:

The Admission Director and Social
Services Directorare responsible for
maittaining compliance. The Admission
Drrector and/or Social Service Director
will audit all Residents medical records
monthly to moenitor compliance for
having a current resuscitation order and/or
advance directive Any/al negative
findings will be reported 1o the
Administrator for immediate corrective
action 10 include an investigation.
Completion Date: [1,711,714
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No further information was provided to the
surveyor prior 1o the exit conference on 9/6/18 i
F 580 | Notify of Changas (Injury/Decline/Room, etc } F 5805
§S8=0 1 CFR(s) 483.10{g){14)(i}-(iv}{15)

§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident:
consuit with the resident's physician; and nolify,
consistent with his or her autharity, the resident
represontative(s) when there is-

{A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (ihat is, a
deferioration in health, mental, or psychosaocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

{D} A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(i.

(i) Wwhen making notification under paragraph (g)
{14)(i) of this section, the facility must ensure that
all pertinent information specified in §483. 15(c)(2)
is avaitable and provided upon request to the
physician.

(i) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

{A} A change in room or roommate assignment
as specifiad in §483.10(2)(6); or

(B) A change in resident rights under Federal or
State law or reguiations as specified in paragraph

F580

Corrective Action(s)

Resident #91°s attending physician has
been notified that facility failed to notity
the physician of low blood pressures on
multiple occasions as ordered. A Facility
Incident & Accident form has been
completed for this incident.

ldentification of Deficient Practices

& Corrective Action(s):

All other residents with physician ordered
daily or weekly blood pressure orders
may have potentially heenaffected. The
DON, Unit Manager, QA Nurse will
complete a 100% review of alt residents
with physician ordered blood pressure
monitering to identify resident at risk. All
negative findings wiil be corrected at the
time ol discovery and the attending
physician will be notified. A facility
Incident & Accident form has been
completed for this incident.
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(e){10) of this section.

{iv} Tha facility must record and periodically
update the address {mailing and email) and
phane number of the resident
representativa(s).

§483 10(g)(15)

Admission to a composite distinct part. A facility
that is 2 composite distinct part (as defined in
§483.5) must disciose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different iocations
under §483.15(c)(9).

This REQUIREMENT is not met as svidenced
by

Based on staff interview and clinical record
review, the facility staff failed to notify the
physician of a change in condition for 1 of 31
residants in the survay sample (Resident #81).

The findings included;

The facility staff failed to notify the physician of a
change in condition as related to low btood
pressures for Resident #91.

Resident #31 was readmitted to the facility on
4/15/15 with the following diagnoses of, but not
limited to high blood pressure, dementia, anxiety
disorder and depression. On the guarterly MRS
(Minimum Data Set) with an ARD (Assessment
Reference Date) of 8/14/18 coded the resident as
having short term and long-term memory
problems with being moderately impaired in
making daily decisions, Resident #81 was also
coded as requiring extensive assistance of 1 staff
member for dressing and personal hygiene and
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Systemic Change(s):

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. The 24 Hour
Report serves as the source document for
communicating changes in condition,
status, proper notification to the attending
physicians and the responsible parties and
revision/updates to the comprehensive
plan of care. The 24 Hour Report will be
reviewed and initialed daily by the
Administrator, DON and Unit
Manager. The Licensed staff will be
inserviced by the DON and/or Regional
nurse consultant on the Notification of
Rights & Services and issued 2 copy of
the facility policy and procedure. The

! inservice will include staff education on
Physician and RP notification for any
changc in resident status, medications,
freatments.

Monitoring:

The DON and Unit Managers are
responsible for maintaining compliance.
Weekly MAR audits will be completed
weekly for residents with physician
ordered blood pressure monitoring to
menitor compliance. All Any/all negative
findings will be corrected at time of
discovery and appropriate disciplinary
action taken. Aggregate findings will be
reported to the QA Commitiee for review,
analysis and recommendation for changes
in facility policy, procedure and/or
practice.

Completion Date: { €}/ :’] /f:'f
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being totally dependent on 1 staff member for
bathing.

The surveyor performed & review of Residant
#91's clinical record on 95 and 9/6/18. During
this review, the surveyor noted a physician order,
which stated, "Blood pressures to be obtained
daily”. The physician dated this order for 2/M17/17.
The surveyor reviewed the blood pressures that
were obtained and ths following blaod pressures
were not reported to the physician:

8/4/18 10:58 am 91/60
B/24/18 11:.42 am 96/63
B8/7M18 G2:19 pm G4/41

8/5/18 09:59 am 99/67
7i26/18 11:04 am 96/80
71918 10:11 am 89173
7/18/18 12:28 pm 8872
7M13/18 09:48 am 87152
6/29/18 1053 am 95/65
5/26/18 10:09 am 96/68
5/24/18 08:54 am g98/68
51018 09:41 am 88162
5/5/18 10:47 am 80/62
5/4/18 09:4%9am 9363

The surveyor notified the administrative team on
9/5/18 at 5:08 pm of the above documented
findings.

On 2/6/18 at 1 pm, the director of nursing (BON)
stated to the surveyor that she had reviewed the
blood pressures for this resident. The surveyor
asked the DON if these low biood prassures
should had been reported to the physician. The
DON stated, "} would expact the nurses’ to
assess the resident from head to toe then cail the
physician.” The surveyor asked the DON if thera
was documentation of & head to toe assessment
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§483.10{h} Privacy and Confidentiality.

The resident has a right to personal privacy and
confidentiality of his or her personal and medical
records.

§483.1¢(h)(l) Personal privacy includes
accommodations, medical treatment, written and
telephone communications, personal care, visits,
and meetings of family and resident groups, but
this does not require the facility to provide a
private room for each resident.

§483.10(h)(2) The facility must respect the
residents right to personal privacy, including the
right to privacy in his or her oral (that is, spoken),
written, and electronic communications, including
the right to send and promptly receive unopened
mail and other letters, packages and other
materials delivered to the facility for the resident,
including those delivered through a means other
than 2 postal service,

§483.10(h)(3) The resident has a right to secure
and confidential personal and medical records.

(i) The resident has the right to refuse the release
of personal and medical records except as
provided at §483.70(i)(2) or other applicable
federal or state laws.

{ii) The facility must allow representatives of the

|
|
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F 580 | Continued From page 7 F 580
documented in the nurses’ notes on the dates the
blood pressures were low. The DON stated, "No,
| couldn't find any.”
Na further information was provided to the
surveyor pior to the exit conference on 9/8/18.
F 583 | Personal Privacy/Confidentiality of Records F 583
s5=0 | CFR(s): 483.10(h){1)-(3XiMii}

F583

Corrective Action:

Resident # 127°s RP was notified that
tacility staff and a facility vendor failed 1w
knock on resident’s door prior to walking
into room to inspect equipment. A facility
incident and Accident Form was
completed for this incident.

Identification of Deficient Practice(s) & ;
Corrective Action(s): ;
All residents may have been potentially i
affected. A 100% observation audit of all |
residents will be conducted by the Social i
Services, Activity and Nursing
Administration to identify any residents at
risk for staff and vendors not maintaining,
or respecting resident privacy while in
their resident rooms. Any/all negative
findings will be corrected at time of
discovery and stafT involved will receive
immediate inservice training. An Incident
& Accident Form will be completed for
any/all incidents of exposure.
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Office of the State Long-Term Care Ombudsman
to examine a resident's medical, social, and
administrative records in accordance with State
law

This REQUIREMENT is not met as evidencad
by:

Based on observation, staff interview, and facility
document review, the facility staff and respiratory
service vendor failed to respect Resident privacy
for 1 of 31 Residents in the survey sample,
Resident # 12.

The findings included:

A facility staff member and respiratory service
vendaor failed to knock on Resident # 12's door
prior to entering her room.

On 9/4/18 at 12:16 pm, the surveyor was in
Resident # 12's room conducting an interview.
While conducting the interview, a respiratory
services vendor enterad Rasident # 12's room
withcut knocking on the door prior to entering.
The respiratory services vendor checked
Rasident # 12's bi pap machine.

On 5/4/18 at 12:38 pm, a facllity employee walked
into Resident # 12's room without knocking prior
to entering the room. The facility employee

looked around in the room and walked back out
of the room.

Cn 9/6/18 at 8:12 am, the surveyor spoke with
the facility administrator regarding the facility staff
member and respiratory service vendor entering
Resident # 12's room without knocking prior to
entering the room. The surveyor asked the
administrator if oulside vendors receive any

education and training regarding privacy prior to

Systemic Change(s):

The facility policy and procedure bas
heen reviewed and no changes are
warranted at this time. All staff and
vendors that enter residents rooms will be
inserviced by the Social Services director
and/or DON on Resident Rights.
Confidentiality and Personal Pri_vacy 10
include maintaining and respecting
resident privacy.

Mositoring: .
The Administrator, DON and Social
Service director are responsible for
maintaining compliance. The DON.
Social Service director and/or
administrator will perform two wee}sl-y
tacility observation audits of the facility
i order to maintain compliance. Any/att
negative findings will be correcttf.d _
immediately and discipiinary action will
be taken as warranted. Aggregate
findings will be reporied to the Quality
Assurance Committee for review.
analysis, and recommendations for
changes in policy. procedure, and/or
lacility practice. ; St
Completion Date: \ ')// {47 {
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providing services to the facility. The facifity
administrator stated 1o the surveyor that the
outside vendors are held to the same standards
as the facility employees and this had been
outlined within thelr contract.

On 9/6/18 at 12:55 pm, the facility administrator
provided the surveyor with & copy of the
Respiratory services contract, The contract
contained information that inciuded but was not
limited to: ..."All of the above listed services shall
be vonducted by the Vendor in accordance with
recognized professional and ethical medical
standards within terms and conditions of this
Agrasment and any and all applicable rules,
regutations, policies and procedures of
(cooperation's name withheld) including , but not
limited to, the {cooperation's name withheld)
Policy and Procedure Manual, and all subsequent
amendments thereto (al of which are hersby
incorporated by reference), and ali applicable
state, federal and local laws, rules and
regulations.” ...

According to the facility policy on "Quality of Life -
Dignity," the policy inferpretation and
implemantation contains documentation that
includes but is not fimited to:

"6. Residents' private space and property shall
be respected at all times.

a. Staff will knock and request permission
before entering residents’ rooms."

No further information was provided to the survey
tearn prior to the exit canference on 9/6/18.

F 684! Quality of Care F 684
ss=F | CFR{s). 483.25
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§ 483.25 Quality of care
Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facility staff failed
1o follow professionar standards of care for 2 of
31 residents in the survey sample (Resident # 33
and Resident #70).

The findings included:

1. The facility staff failed to follow professional
standards of care regarding documentation of
administration times for insulin for Resident #33.

Resident #33 was admitted to the facility on
4/2/18 with the following diagnoses of, but not
limited to coronary artery disease, high blood
pressure, diabetes, Alzheimer's disease.
dementia, anxiety disorder and depression. On
the significant change, MOS (Minimum Data Set)
with ARD (Assessment of Referance Date) of
7/9118 the resident was coded as having short
term and long-term memory problems and was
mcderately impaired in daily decision-making
skills. Resident #33 was also coded as being
totally dependent on 1 or 2 staff members for
dressing, personal hygiene and bathing.

The surveyor performed a raview of Resident
#33's clinical record on 9/5 and 9/6/18. Dunng

x4) 10 SUMMARY STATEMENT OF DEFICIENCIES 6 PROVIDER'S PLAN OF CORRECTION X5}
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F634

Corrective Action(s): o
Resident #337s attending physician was
notified that the facility staff fai!cd to
accurately transcribe the phyﬁicsan
ordered Accucheck and Sliding scale
insulin order. A facility Medication Error
form was completed for this incident

Residents #70°s attending physicians was
notified that the facility failed to notify
the attending physician of elevated blood
sugar levels above 400 as ord.crcd by the
physician, A facility Medicatpon_ Emmor
form was completed for this incident.

1dentification of Deficient
Practices/Corrective Action(s):
All other residents with Accucheck and
Sliding scale insulin orders may have
polentially been affected. The _DON.
ADON, and Unit Managers will conduct a
100% audit of all resident’s physician
orders and MARs to identify resident at
risk. Residents identified at risk will be
corrected at time of discovery and the
atiending physician will be notiﬁed of
each negative finding and a facility
Incident & Accident Form will be
completed for cach negative finding.
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this review, the surveyor noted the folfowing
physician order on the MAR (Medication
Adminstration Record} which stated, " ... Novolog
100 units/m| (milliliter} Flexpen SSI (Sliding Scale
Insulin) as follows: BS (blood sugar) 0-70=0 U
(units), Notify MD, 71-150=0 U, 151-180=2 1),
181-220=4 U, 221-250=6 UJ, 251-300=8 U,
301-350=10 U, 351-400=12 U, 401 or greater
give 12 U and noflify MD _.." The surveyor
reviewed the MAR for the months of July, August
and September 2018.

The surveyor notified the director of nursing
{DON) and regional nurse cansultant on 9/6/18 at
130 pm. The DON stated, "That order doesn't
have a frequency or times of the insulin to be
administrated." The surveyor requested a copy
for the facility's policy regarding medication
orders and administration.

Al 2:45 pm, the surveyor received copies of the
facility's policy titled, "Medication and Treatment
Orders” which read in part as follows:

" .9 Ovrders for medicalions must include:
a. Name and strength of the drug;

b. Number of doses, start and stop date, andfor
specific duration of therapy,

¢. Dosage and frequency of administration,

d.  Route of administration "

Mo further information was provided to the
surveyar prior to the exit conference on W6/18.

2. Tha facility staff failed to follow physician's
orders for diabetic managemant for Resident #70.
Resident #70's clinica! record was reviewed on
9/5/18 at 3:00 AM.

Resident #70 was admitted on 11/2/17. His

diagnoses includad heart failure, hypertension,
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The facility policy and procedures have
been reviewed and no revisions are
warranted at this ime. The nursing
assessment process as evidenced by the
24Hour Report and documentation in the
medical record /physician orders remaims
the source document for the development
and menitoring of the provision of care,
which includes, obtaining, transcribing
and administering physician ordered
medications and treatments. The DON
and’or Regional nurse consultant will
inservice all licensed nursing staft on the
procedure for obtaining, transcribing, and
completing physician medication and
treatment orders. To include following the
Aceucheck and sliding scale insulin
orders per physician order.

Monitoring:

The DON will be responsible for
maintaining compliance. The DON.
ADON and/or Unit Managers will
perform weekly MAR audits on ail
residents with Accucheck and sliding
scale insulin orders to monitor for
compliance. Any/all negative findings and
or errars will be corrected ar time of
discovery and disciplinary action v ill be

raken as necded. Aggregate findin 25 of
these audits will be reported to the
Quality Assurance Committee quarterly
for review, analysis, and “
recommendations for change iq facility
policy, procedure, agd/(}r_ prs}cuue.
Completion Date: {7}/ j e
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Continued From page 12
diabetes, and depression

The latest MDS (minimum data set) assessment
dated 8/6/18 coded the resident as cognitively
unimpaired. He required nursing staff assistance
far the majority of the ADLs {activities of daily
living)

Resident #70's CCP (comprehensive care plan)}
reviewed and revised on B-8-18, documented his
diabetic management interventions under ADLs
Staff interventions included provide medications
as ordered, accu-checks and insulin per orders
and be alert to any s/s hyper/hypoglycemia

The latest physiclan's orders, signed and dated
on 8/7/18, included, "Accu-checks AC & HS
(before meals and hour of sleep).....BS (blood
sugar) less than 70 or greater than 400 notify
physician."

The MAR (medication administration record) for
August 2018 was reviowed and the resident's
blood sugars were observed to be above 400 on
three days:

1. 8/6/18 at 4:30 PM = 430

2. 8/18/18 at 4:30 PM = 400

3. 8/19/18 at 430 PM = 440

The dlinicatl record did not contain decurmentation
that the accu-checks/blood sugars had been
reported to the physician per his orders.

On 9/5/18 at 2:29 PM the DON was asked to
provide evidence the physician had been notified
of tha accu-checks/biood sugars in question. The
DON said there was no documentation the
accu-checks had been reported to the physician

F 684
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No additional evidence was provided prior to the
survey team exit F695
F 695 | Respiratory/Tracheostomy Care and Suctioning F 695 Corrective Action(s):
55=0 | CFR(s): 483.25()) Resident #62°s attending physician was
notified that the facility administered
§ 483.25{i) Respiratory care, including oxygen lo restdent #62 without a
tracheostomy care and tracheal suctioning. physician order. Resident #62°s atiending
The facility must ensure that a resident who physician assessed and clarified resident
needs respiratory care, including tracheostomy #62°s oxygen order. A facility Incident &
care and tracheal suctioning, is provided such Accident form has been compieted for
care, consistent with professional standards of ) this incident,
practice, the comprehensive person-centered
care plan, the residents’ goals and preferences, ‘ ldentification of Deficient Practices &
and 483 .65 of this subpart H Corrective Action(s):
This REQUIREMENT is not met as evidenced All residents receiving oxygen therapy may
by have potentially been affected. A 100%
Based on observation, staff interview and clinical review of all resident’s oxygen orders will
record review, the facility staff failed fo ensure a 5 be conducied by the DON, ADON and/or
physician order was obtained prior to the | Um! Manager to identify fmde.ms at risk.
administration of oxygen for 1 of 31 residents in : Residents found ko beaat {'Sk willbe -
the survey sampie (Resident #62). ; corrected al lheltlmc of dlsc(?very. A facility
: Incident & Accident form will be completed
TheFidirgs ndllided: ‘: for each itemn discovered.
! ®
The facility _s.taff to ensure a phy‘slcian order was ‘ sg\:t:;:ilfit(y:;:)llzgc;(::;d procedure for
obtgmed priof to the administration of oxygen for ‘ Oxvgen administrationhas been reviewed
Resident #62. i and no changes were warranted at this
f time. All licensed nursing staff will be
Resident #62 was admitted to the facility on B Rrcamied ool facility policy and
4/18/18 with the fDlIOWIng d|agnoses of, but not pl'()CEd\.IFE for accurate oxygen
limited to heart failure, high blood pressure, administration and menitoring per
pneumonia, urinary tract infection, diabetes, physician order.Inservices will include the |
stroke, depression and respiratory fallure. On the delivery of oxygen per physician order f
quarterly MDS {Minimum Data Set) with ARD and the monitoring oxygen flow rales i
{Assessment Reference Date} of 7/25/18, the throughout the shift. i
resident was coded as having a BIMS (Brief i
interview for Mental Status) score of 14 out of a '
possible score of 15. Resident #62 was also I
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coded as being tatally dependent of 1 staff
member for dressing and bathing.

On 9/6/18 at 8:20 am, the surveyor went inte the
resident's room and observed the resident
raceiving oxygen at 4 liters/minute by nasal
cannula. At 9:00 am, the regional nurse

X Muoniforing:
consuftant and surveyor went back into the

The XN is responsible for maintarning

resident’s room and observed the resident compliance. The DON, ADON and/or
receiving oxygen at 4 liters/minute by nasal Unit manager will perform weekly audiis
cannula. The surveyor and regional nurse ! of all residents using oxygen 10 monitor
consultant reviewed tha resident’s clinical record. for compliance. All negative findings wil}
The clinical record did not have a physician order be corrected at time of discovery and
for oxygen that the resident was receiving. The appropriate disciplinary action will be
regional nurse consultant stated, "Let me look aken as needed. Al negative findings will
into this some more and | witl get back to you with i reposted to the Quality Assurance
what | find out." Committee for review, analysis, and
recomumendations for change in facility
At 10:00 am, the regional nurse cansultant policy, procedure, a 6/0 practice.
retumed o the surveyor and stated, "The resident Completion Date: r / n / | }2

was discharged to the hospital and when she was
readmitted to the facility, the staff didn't get an
order to restart her oxygen.”

Mo further information was provided 1o the

surveyor prior to the exit conference on 9/6/18.
F 697 | Pain Management Feg7
s5=p | CFR(s): 483.25(k)

§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such serviges,
consistent with professianal standards of practice,
the comprehensive person-centered care plan,
and the residents’ goals and preferences.

This REQUIREMENT is not met as aevidenced
by.

Based on facility staff interview, clinical record
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review and in the course of a complaint
investigation it was determined facility staff faled
to provide pain management in accordance with
professional standards of practice for 1 of 31
residents (Residant #275).

Findings:

The facility staff failed to provide pain
management in accordance with professional
standards of practice for 1 of 31 residents
(Resident #275). Resident #275's clinical record
was reviewed on 8/5/18 at 3:00 PM.

Resident #275 was admitted to the facility on
6/7/17 and discharged on 6/10/17. The resident
diagnoses included atnal fibtillation, diabetes,
hypertension, depression, anxiety, lung mass
{possibly malignant} coronary artery disease arnd
congestive heart failure.

The resident did not have a completed MDS
{minimum data set) during her three day stay.

Resident #275's initial care plan, initiated on
6/7117 documented pain as a chief concern for
this resident. Tha staff interventions included
“....pe alert to & assess for s/s {signs and
symptoms) ¢/o {compiaints) of pain.. be aleit to
effectiveness of pain medication....”

The initial/admission physician's orders, signed
and dated on 6/8/17, included an order for
"Fentanyl 25 mcg/hr patch apply one every three
days. Rotatle sites." This medication was
consistent with that used at the discharging
hospital during the resident's stay there, prior to
the admission to the nursing home facility.

Fe97

Corrective Action(s):
Resiclents #275°s attending physician was |
notificd that the facility failed to address
the residents pain levels or the residents
pain management plan for approximately
8 hours. A facility Incident & Accidem !
form was completed for this incident. j

Identification of Deficient Practices &
Corrective Action(s):

All other residents receiving scheduled or
PRN pain medication may have
potentially been affected. A 100% review
of al residents receiving PRN or
scheduled pain medications will be
conducted by the DON, RCC and/or
designee to verify a resident centered care
plan is in place to address the residents
pairt levels and the residents pain
management plan. All negative findings
will be corrected at time of discovery. the
attending physician will be notified of any
pain management issues and a facility
Incident & Accident form will be
completed,

Systemic Change(s):

The facility policy and procedures have
been reviewed and no revisions are
warranted at this time. The DON and/or
Regional nurse consultant will inservice
all licensed nursing staff on the procedure
for following and administering
medications per physician order. This
includes reassessing residents after the
administration of routine or PRN pain
medications.
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{Resident's) daughter brought in fentanyl paich
from home, MD notified. New orders, dfc/ current
fentanyl patch and start apply fantanyl patch 25
mcg/hr apply one patch G (every) three days.
patch placed this moming approximately 8:30 AM
o R upper back wfopsite dressing over in place.
MD/RP aware.”

The nursing noles were reviewed and
documented lhe resident was admitted to the
facility on 8/7/17 at 2:49 PM During an
assessment conducted at 7:24 PM the Fentanyl
patch was verified missing by nursing staff. The
resident denied pain at that time.

The resident told the staff the patch had been
placed by hospital staff on the pravious day on
her right shoulder. Nursing staff notified the
physician, who ordered Ferrtanyl patch 25 megihr
to be placed on 6/8/17 at 9 PM. No additional
orders were received to address/manage the
resident’s pain in the interm

On 6/7/17 at 10:11 PM the nursing staff assessed
the resident for pain. They documented the pain
rating tool with no comptaint or evidence of pain.

On 6/8M7 at 6:24 AM the nursing notes
documented the rasident's daughter called the
staff to the room to report her mother was having
chest pain. The nurse providad two
administrations of nitroglycerin and xanax .25
mg for anxiety.

The DON will be responsible for

HERITAGE HALL BLACKSBURG
BLACKSBURG, VA 24060
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The MAR (medication administration record) for
June 2017 documented the placement of a
Fentanyl 25 mcg/hr patch on the resident on
6/8/17 3 AM. The comesponding nursing note
documented, "8/8/17 at 12:31 PM_.rsd Meonitoring:

mainiaining compliance. The DON.
ADON and/or Unit Managers will audit
resident MAR''s weekly 1o monitor for
compliance. Any/al negative findings and
or errors will be corrected at time of
discovery and disciplinary action will be
taken as needed. Aggregate findings of
these audits will be reporied to the
Quality Assurance Committee quarterly
for review, analysis, and
recommendations for change in faciliry
policy, procedure, and/or practice.
Completion Date: [}/ 11/ 14

FORM CMS-2567 (02-99) Previous Versions Obsotele

Event ID: TTN41Y

Facilty 1D: VAD107

If continualion sheat Page 17 of 24




PRINTED: 09/19/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES D1} PROVIDER/SUPPLIERICLIA (X2) MULTNIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION fOENTIFICATION NUMBER: A BUILDING COMPLETED
c

495356 B. WING 08/06/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE

3610 SOUTH MAIN STREET

BLACKSBURG, VA 24060

x4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR |SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE nME

DEFICIENCY)

HERITAGE HALL BLACKSBURG

F 697 | Continued From page 17 F 697

No other pain management was provided by
nursing staff until the family member arrived with
the resident's Fentany! patch from her home
supply at 8:30 AM. The staff did not document
pain monitoring between 10:11 PM (on 6/7/17)
and 8:24 AM the following day.

On 8/5/18 at 2:29 PM the administrator and DON
were infarmed of the surveyor's findings and that
the resident's pain had not been managed
appropriately after staff realized the Fentanyl
patch was missing upon admission from the
hospital. No pain management was provided untit
the resident was reported by a family member to
be in acute distress with chest pain the following
MOMIng.

No additional evidence was provided priar to
survay team exit. This was a complant
deficiency.

F 812! Food Procurement.StorelepareIServe-Sanitary FBi12
S5=D | CFR{s): 483.60(}(1)(2)

§483.60(i) Food safety requirements
The facHity must -

§483.60((1) - Procure food from sources
approved or censidered satisfactory by federal,
state or focal authorities.

(i) This may include food items oblained directly
from local producers, subject to applicable State
and local laws or regulations.

{iiy This provision does not prohibit ar prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices,

(iii} This provision doss not preclude residents
from consuming foods not procured by the facility.
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§483.60(i)(2) - Store, prapare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility staff failed to store, prepare, distribute and
serve food in accordance with professionat
standards for food service safety.

The findings included:

The dietary staff failed to ensure the walk=in
freszer was working appropriately, dietary staff
failed to ensure all of their hair was contained in
the haimets, and failed to ensure the 400 hall
pantry was clean

The surveyor entered the kitchan on 9/5/18 at
11:21 a.m. to check tray line temperatures. The
surveyar observed the maintanance staff #1
standing on the opposite side of the tray line
talking with @ dining server. The maintenance
staff #1 did not have a hairnet covering his hair.
In addition, while in the kitchen, the surveyor
observed two dining servers with strands of long
hair hanging out from under their haimets. One
of the dining servers (#1) was observed trying to
contain her hair in the hairnet. The surveyor
asked what she should do after she put her hair
back in the haimet and she stated, "I'm going to
wash my hands” and proceedad to the sink to do
$0.

The surveyar also observed one of the dining
servers (#2) attempting to open the walk-in

freezer door and was having much difficulty in
getting the door open. When the freezer door

Corrective Action(s):

The Maintenance staff member #1
observed in the kitchen without a haimel
on and other dining server #1 have been
nserviced on the proper use of a hair net
anytime they enter the kitchen food
preparation area. A facility Incident and
Accident form was completed for this
incident.

The walk-in freezer identified with ice
build-up during the kitchen tour has been
inspected by the maintenance department
and completely defrosted. A facility
incident and Accident form was
completed for this incident.

The 400 hall pantry identified with a
strong odor has been thoroughly cleaned
by environmental staff. A facility Incident
and Accident form was completed for this
! incident

[dentification of Deficient Practices &

i Corrective Action(s):

All other residents may have been
potentially affected, The Foed Service
Manager, and/or Registered Dietician will
randomly monitor the kitchen preparation
area before, during and after meals to
identify any negative findings. Any
negative findings will be corrected at the
time of discovering and disciplinary
action will be taken as need.
Environmental services will perform daily
cleaning of all unit pantries. A facility
Incident and Accident form will be
completed for each of negative finding
tdentified,
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was finally opened, the surveyor and the
administrator who was 2lso in the kitchen
observed an accumulation of ice all along the
freezer doar fram the top to the bottom of the
door and from side to side. The ica had the
appearance of "icicles” The administrator stated
the icicles could be from the humidity

The surveyor and the dietary manager observed
tha pantry on the 400 halt on 9/06/18 at 9:07 a.m.
Upon entsring the pantry, both the surveyor and
the dietary services manager smelled a strong,
pervasive odor of urine  Neither the surveyor nor
the digtary services manager saw any evidence
of urine. The dietary services manager stated the
smell might be coming from the tall garbage can
and she requested housekeeping services 1o
check the pantry.

The surveyor interviewed the maintenance staff
#1 on 9/06/18 at 9.36 AM_ The maintenance staff
#1 stated he was given & "101" on wearing a
hairnet when he goes into the kitchen.

The surveyor also interviewed the dietary
services manager on 9/6/18 at 336 p.m.
regarding the haimets and freezer with ice
build=up. She stated she had educated the staff
and stated the kitchen staff may have fogoto a
bonnet.

The surveyor informed the administrator, the
director of nursing. the corporate registered nurse
and the administrator :n traning of the above
concem during the end of the day meeting on
9/6/18 at 5:15 p.m.

No further information was provided prior to the
exit conference on 9/6/18.

! Systemic Change(s):

| Current facifity policy & procedure has
been reviewed and no changes are
warranted at this time. The CDM will
inservice dictary staff on the proper
sanitation, storage, cleaning and
transportation of dietary products per
established policy and procedure to
include unit pantries In addition the
inservice will cover the procedure for
proper hair/beard net application at all
times while in the kitchen area. The
inservice will inctude all aspects of
infection & sanitation control measures.

Monitoring:

The TYietary Manager is responsible for
maintaining compliance. The Dictary
manager perform 3 random kitchen pass
audits and unit pantry andits week!y 10
monitor for compliance. Any negalive

findinps will be comrected at tiJ.'nc 01_ ‘
disctwéry and disciplinary action will be
\aken as warranted. The results of _Lhcsc
audits will be reported to the Quahly
i W

Assurance Committee for review,
analysis, & recommendations for change
in Facility policy, procedure. and/or
practice. , ‘ |
Completion Date: ln/ | ?’j ¥ !
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§483.80 Infection Controf

The facility must establish and maintain an
infection prevention and conirol program
designed to provide a safe, sanitary and
comfortabla envirgnment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum. the following elements:

§483.80(a)(1) A system for preventing. identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuats
providing services under a contractual
arrangermnent based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Wiitten standards, policies, and
procedures for the program, which must include,
but are not kimited to:

{i} A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility,

(i) When and to whom possible incidents of
communicabie digsease or infections should be
reported;

(iii) Standard and transmission-based precautions
1o be followed to prevent spread of infactions;
{iviWhen and how isotation should be used for a
residant; including but nat limited to

Corrective Action(s):

I he medical director was notified that the
facility failed to implement a
comprehensive infection control program
and failed to accurately complete
infection control tracking logs. A facility
Incident & Accident form has been
compleled for this incident.

The contract respiratory services vendor
sta{f have been inserviced by the DON on
the possible indirect-transmission of
infectious agents by their clothing and
equipment being placed on or touching
multiple resident beds. An Incident &
Accident form was completed for each
tncident.

Identification of Deficient Practice(s)
and Corrective Action(s):

All other residents may have potentially
been affected. A 100% review of all
residents with infections will be
conducied by infection control nurse to
identify whether the status of the
infections was being appropriately
monitored, listed on the infection control
tracking logs to monitor for trends,
improvement, ongoing treatment or if
they have been resolved. Any/all negative
findings related to isolation precautions
and infection control tracking and
trending will be corrected at time of
discovery and a facility Incident &
Accident form will be completed.
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(A) The type and duration of the isclation,
depending upon the infectious agent or organism
invelved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease: and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contacl.

§483.80(a)(4) A system for recording incidents
identified under the facility's 1PCP and the
corective actions takan by the facility,

§483 80(e) Linens
Personnel must handle, store, process, and

fransport linens so as to prevent the spread of
infection.

§483.80(f) Annuat review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidencad
by:

Based on staff interview and facility document
review, the facility staff failed to ensure an
effective infection control program

The findings included:

1. During the entrance conference on %/4/18 the
surveyor requested the infaction control line list
(tracking form for facility infections) from July.
2017 through July, 2018 from the diractor of
nursing services.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAM OF CORRECTION {DENTIFICATION NUMBER: A. BUILDING COMPLETED
C
495356 B. WING 09/06/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3610 SOUTH MAIN STREET
HERITAGE HALL BLACKSBURG
BLACKSBURG, VA 24060
¢4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHGULD BE COUPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 880 | Continued From page 21 F 880 Systemic Change(s):

The facility Infection Control policy and
procedure has been reviewed and no
changes are warranted at this time. The
Infection Control nurse and DON will be
inserviced by the Regional Nurse
Consultant on the facility’s infection
control policy and procedure and the
infection tracking logs for maintaining
proper infection controt standards and
prevention in the facility. All staff and
vendors that enter residents rooms will be
inserviced by the DON and/or Regional
Nurse Consultant on the infection Control
Policy to include not placing items or sit
on residents bed during care or assistance
1o prevent the spread or infections.

Moenitoring:

The PDON is responsible for maintaining
compliance. The facility has an infection
control tracking log for moniteoring and
tracking infections to maintain
compliance. The DONwill review the
infection comrol racking log weckly and
revicw/report all findings to the sk
Management Committee for review and
recomimendations. Aggregate findings of
the reports will be submitted to the

: Quality Assurance Committee quarterly
for review, analysis. and
recommendations for change in the
facility policy and procedure.
Compliance Date: |7/ 1]/1d
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On 9/6/18 at 4:00 pm, the surveyor and the
infection control nurse reviewed the infection
centrol tine listing form for the above decumented
months. The surveyor noted that the line listing
did not have a resolution of each infection if they
had been resolved or continued to be ongaing
infaction. The infection control nurse stated, "t
just started this job about a month ago. But this
information can easily be put in a column so that
this will be complete going forward "

At 4:20 prn, the regional nurse consultant was
notified of the above documented findings. The
regional nurse consultant stated, "We have been
with or without an infection control nurse during
the past year. The infection control nurse that is
here now just started about a month ago

Na further information was provided to the
surveyor prior to the exit conference on 9/6/18.

2. Contracted respiratory Services vendors were
observed by the surveyor placing their clipboards
and backpack on a residents' bed while servicing
tespiratory care equipment.

On 9/4/18 at 12:18 pm, the surveyor was in a
room conducting an interview with a residant. The
respiratory services vendors came info the room
while the interview was being conducted to
sefvice the respiratory care equipment The
surveyor abserved the respiratory service
vendors placa their clipboards and backpack on
the resident rcommate’s unoccupied bed while
providing service to the equipment.

On 9/6/18 at 8:12 am, the surveyor spoke with
the facility administrator and made him aware of
the findings as stated above. The facility

¥ 880
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administrator stated, “They know they are not
supposed to do that.” The facility administrator
also stated that he would be contacting the
respiratory care vendor to speak with them
regarding this issue.
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